MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ‘ =63=012707

DEPARTMENT OF PUBLIC HEALTH AN ELFARE
Eiltrlii; District :o e AL;P i Registration District N '305 3 i " 7+ STATE FILE NUMBER
PO NOT WRITE NDED i T o rimary Registration Distri o, S 2N Registrar’s No. ___ e

ON THIS STUB BB [ VLY .
1. PLACE OF DEATH hadid L ] 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before

a. COUNTY FPhelps o. s1a7e MO+ b. county F'he 1ps admission)

Vs 300
Rev. 4/59

b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
Ok OR s
TOWN Rolla 11 days TOWN Blooming Roae Yos [1 No (X

c. FULL NAME OF {I¥ NOT in hospital, give location) Inside Limits d. STREET (If outside, give location} Reside on Farm
... HOSPITAL ADDRESS . .
0 NanTUToNPhe 1ps County Memorial Hospin® NeO Spring Creek township |vep nerk

3. (PTIAME OF Pf)CEASED First Middle Last 4. DATE Manth Day Year
ybe or prin DANIEL JOSEPH HALEY vfam Harch 12, 1963

5. SEX 6. COLOR OR RACE 7. Married [ Never Marcied [J 8. DAYE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

liale White widewed O Okvoreed B 4 151894 L8 Martha [ Boys [ Hours T~ Hin

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTRPLACE (City and state of country) | 12. CITIZEN OF WHAT COUNTRY

- ki 3 N
Hosfany o Fer s ™ |Ford Motor Company [Blooming Rose, Mo. UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Pete Haley Mynie Finn Julia Haley £..»: i
» ¥5. WAS DECEASED EVER [N U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no, or unknown}| (If ves, give wer or dates of servi . - ]

18. CAUSE OF DEATH (Enter cnly one cause per line
ART i. DEATH WAS CAUSED BY: ~ ONSET AND BEATH
IMMEDIATE CAUSE (a)
Conditions, if any,]  DUE TO (b} ‘MQM
which pave rise to . g

sbove couse [a),
stating the under- 5
lying cause last. DUE 7O {s)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not, ralated to the terminal PART Ill. If deceased was female was
disesss condition given in PART | (s}, Mﬁ, there a pragnancy in last 90 days.
. [DYes [ ONe | O Unknown

19 WAS AUTOPSY ] 20s. ACCIDENT sua%oe HOMEIICIDE 206, DESCRIEE HOW INJURY OCCURRED. (Enter mature of injury n PART 1 or FART 1l of item 18.)
. PERFORMED? * :
YES O Noq’ =5
Z0c. TIME OET  Hoot  Month, Day, Year |

INJURY a.m.
P,

- 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
. WHILE AT WORK %‘ farm, factory, street, office bldy., etc.)
- o NOT, WHILE AT WORK [J

21. | pttended the d d from .71" Q hd {A % m_‘s"_J_I_"'lﬂ_%_and Iansawmiwnn -5"!/-b 5

b vl

DATE AMENDED

2
0g/0,
3

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
E INSTEAD OF
_ MEDICAL CERTIFICATION

Death occurl';d at. 1 ’15 8. m on the date stated above, and to the best of my knowledge, from the causes stated.

22a, SIGNA [Degree or title) 225, E DRESS B 72c. DATE SIGNEL
QA*% ’U«MW'EL :“E’( 3"'/5"&
23a. BURIAI. CREMATION, [ 23b. DATE ° AME OF CEMETERY OR CRI’:MATORY
AL (Specify) . e, .
BirEtat 3=14=1963 'Melley Cemetery Blooming Rose, Mo.
24. FUNERAL DIRECTOR ¥ ADDRESS 25. DAIE RECD. BY LOCAL REG, | 25, REGISTRAR'S SIGNATURE

Carl J. Glerm West 1O0th. st., Rolla, Mo. 711 /5 3 774,42..-...-— /M

{Li d Embalmers 5 1t on R Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ - .

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

N i v

LA ‘ to. .
I hereby certify that the body whose name is recorded on the.reverse.side of this certificate was embaimed by me,

or by ; : - i Student Embalmer No.

working under my personal supervision.

Student
‘Signature of Student Embaimer

'Licensed Embalmer No ¢?0 7

_ P. O. AddrESSM‘?—m,

r . - ' . _ - . .
Note: The above MUST BE SIGNED BY THE LI_Q%I_\ISED EMBALMER in his-OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for ravocation of license). . o
. If embalmed by a STUDENT, he-also shall_sign in his. OWN handwntmg
. If this. body is not embalmed, fact shouid be 50~ stafed above .
\

AR




